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INTRODUCTION:  Disorders  of  the  oesophagus  have been  linked  to  surgical  bariatric  procedures  and  obe-
sity.  However  the relationship  between  achalasia  and  gastric  bypass  is  not  clearly  understood  and  has
only recently  been  reported  following  gastric  bypass.
PRESENTATION  OF  CASE:  We  present  the  case  of  a 53-year-old  woman  who  re-presented  following  a
gastric bypass  with  a  new  diagnosis  of achalasia.  This  was  treated  successfully  with  laparoscopic  Heller’seywords:
astric bypass
chalasia
aparoscopic Heller’s myotomy
Myotomy  with  discharge  from  hospital  10 days  post  operatively.
DISCUSSION:  It is  not  clear  whether  achalasia  is a complication  of gastric  bypass  procedures.  This  is  only
the  second  reported  case  of  the  condition  developing  after  this  operation.  The  mechanism  by  which  it
may  develop  is  yet  to be clearly  established.
CONCLUSION:  This  case  highlights  the need  to  investigate  further  a possible  link  between  achalasia  and
gastric  bypass  and  to  manage  susceptible  patients  accordingly  in  the  pre-operative  stage.
gical © 2013 Sur
. Introduction
In line with the growing epidemic of obesity and related dis-
ases, bariatric surgery has become a treatment option in patients
ith BMI  above 40 kg/m2 (or above 35 kg/m2 with other comor-
idities) where conservative treatment has failed to achieve the
ecessary weight loss.1 Three techniques are commonly used; gas-
ric banding, gastric bypass, and sleeve gastrectomy.1 Oesophageal
ilatation is a potential complication of these procedures and
seudo-achalasia has been reported as a response to gastric
anding.1 In addition there is a high prevalence of oesophageal dys-
otility disorders in the morbidly obese, one study reporting a 1%
revalence of achalasia.2
Achalasia is a relatively rare disease in which neurodegenera-
ion leads to dysfunction of the lower oesophageal sphincter (LOS)
nd abnormal peristalsis of the oesphagus.3 There have been few
eports of achalasia appearing after bariatric surgery. Khan et al.
ound a reversible pseudo-achalasia after gastric banding.4 Awad
t al. found a pseudoachalasia following a Teﬂon gastric wrap per-
ormed for morbidity obesity.5
We  present a case of achalasia appearing after a laparoscopic
astric bypass procedure, only the second reported to our knowl-
dge.
∗ Corresponding author at: Flat 5 Boston Building, Deals Gateway, London, SE13
RW, United Kingdom. Tel.: +44 7809675514.
E-mail address: rhiannonchapman 665@hotmail.com (R. Chapman).
210-2612 © 2013 Surgical Associates Ltd. Published by Elsevier Ltd. 
ttp://dx.doi.org/10.1016/j.ijscr.2013.01.014
Open access under CC BAssociates Ltd. Published by Elsevier Ltd. 
2. Case presentation
A 53-year old woman was referred to our unit in 2011 with
weight re-gain following an open gastric bypass, performed in 2006
in Belgium. 2 years after surgery she started to develop episodes
of severe epigastric pain radiating to the left upper quadrant and
symptoms of acid reﬂux. Past medical history included hyperten-
sion, diabetes, depression and bipolar disorder.
An endoscopy demonstrated a dilated oesophagus, oesophagi-
tis and ulceration above the oesophago-gastric junction. A
barium swallow revealed that the thoracic oesophagus was
markedly dilated with reduced efﬁciency of the primary peri-
staltic stripping wave, and contrast was slow to pass through the
gastro-oesophageal junction (Fig. 1). High-resolution oesophageal
manometry (HRM) demonstrated oesophageal aperistalsis and
absence of lower oesophageal sphincter relaxation, diagnostic of
achalasia (Fig. 2). Moreover the impedance activity was  grossly
decreased suggesting a dilated oesophagus, supporting the diag-
nosis.
3. Management
The different treatment options (endoscopic or surgical) were
discussed with the patient and the decision was taken to perform a
laparoscopic Heller’s Myotomy. There were extensive adhesions,
Open access under CC BY-NC-ND license.particularly at the cardia, related to the previous open gastric
bypass. Careful adhesiolysis was performed and the anatomy con-
ﬁrmed. A Heller’s cardiomyotomy was  performed using a Harmonic
scalpel to dissect distally and a hook diathermy for proximal
Y-NC-ND license.
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LOS pressure by gastric bypass. The vagotomy to the stomach rem-
F
iig. 1. Gastrograﬁn swallow test prior to a Heller’s myotomy. The thoracic oesoph-
gus is grossly dilated and the lower oesophageal sphincter narrowed.
issection. An iatrogenic hole in the mucosa was  identiﬁed dur-
ng the myotomy. This was closed with intracorporeal sutures
nd placement of an omental patch. An anterior fundoplica-
ion of the stomach remnant was considered but not performed,
s the risk of signiﬁcant reﬂux was minimal due to the pres-
nce of the gastric bypass. The myotomy was continued for cm proximal to the lower oesophageal sphincter and 5 cm
istally. Complete myotomy was conﬁrmed by intraoperative
ndoscopy.
ig. 2. High-resolution oesophageal manometry (HRM) illustrating oesophageal aperis
mpedance activity.PEN  ACCESS
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Post-operatively the patient recovered well and a follow-up
gastrograﬁn swallow revealed no leak of contrast during its pas-
sage through the oesophagus. The patient had an episode of chest
pain with raised inﬂammatory markers, and so a Computerised
Tomography (CT) scan was  arranged. This identiﬁed pulmonary
atelectasis but no leak or intra-abdominal collections. She was
treated with a short course of antibiotics and discharged 10 days
post-operatively.
4. Discussion
It is established that there is a relationship between obesity
and oesophageal motility disorders.2 However the relationship
between achalasia and bariatric surgery is less well understood. In
this case it was difﬁcult to determine whether achalasia had devel-
oped de-novo, and independent of surgery, or as a consequence of
the gastric bypass.
There is some evidence that gastric bypass may  increase the
chance of developing achalasia. Ramos et al. describe a case in
which achalasia appeared 4 years after gastric bypass where
surgery may  have caused the disease to progress.6 The develop-
ment of achalasia after surgery on the foregut is more common.
Shah et al. report that 25% of patients diagnosed with achalasia
had a history of surgery or trauma to the chest or foregut, com-
pared to 9.5% of patients with dysphagia and normal manometry.7
The theory postulated was  that trauma might result in vagal dis-
ruption leading to nerve dysfunction and the development of
achalasia.7 The mechanism of damage may not be the same as
vagal transection.7 There is also evidence of an indirect effect onnant including the antrum leads to decreased postprandial gastrin
levels.8 This in turn will have an effect on the LOS, increasing its
resting tone, although not to the levels seen in classical achalasia.9
talsis, absence of lower oesophageal sphincter relaxation and grossly decreased
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. Conclusion
Obesity alone contributes to a number of diseases that threaten
he health of an increasing number of people in the western world.
seudo-achalaisa after gastric banding is a well-known complica-
ion of this procedure and is a cause for concern amongst many
ariatric surgeons. However following gastric bypass, despite dys-
hagia being common the diagnosis of achalasia remains rare.
his is only the second published case of achalasia developing
ollowing a gastric bypass. Further evidence is needed to estab-
ish if there is a higher risk of developing achalasia following this
rocedure. If so, high-resolution oesophageal manometry is advo-
ated in the routine preoperative investigation of any patient being
onsidered for bariatric surgery with symptoms of oesophageal
ysmotility.
onﬂict of interest
None.
unding
None.
thical approvalWritten informed consent was obtained from the patient for
ublication of this case report and accompanying images. A copy
f the written consent is available for review by the Editor-in-Chief
f this journal on request.
9PEN  ACCESS
urgery Case Reports 4 (2013) 396– 398
Author contributions
Adrianna Rotundo: Clinical care of patient and revision of
manuscript; Andrew Jenkinson: Clinical care of patient and
revision of manuscript; Jason George: Revision of manuscript;
Nick Carter: Revision of manuscript; Marco Adamo: Revision of
manuscript; Rhiannon Chapman: Clinical care of patient and author
of manuscript.
References
. Runkel N, Colombo-Benkmann M,  Huttl TP, Tigges H, Mann O, Sauerland S.
Bariatric Surgery. Deutsches Ärzteblatt International 2011;108(20):341–6.
. Koppman JS, Poggi L, Szomstein S, Ukleja A, Botoman A, Rosenthal R. Esophageal
motility disorders in the morbidly obese population. Surgical Endoscopy
2007;21(5):761–4.
. Gockel I, Muller M,  Schumacher J. Achalasia – a disease of unknown cause that is
often diagnosed too late. Deutsches Ärzteblatt International 2012;109(12):209–14.
. Khan A, Ren-Fielding C, Traube M. Potentially reversible pseudoachalasia after
laparoscopic adjustable gastric banding. Journal of Clinical Gastroenterology
2011;45(9):775–9.
.  Awad ZT, Selima MA,  Filipi CJ. Pseudoachalasia as a late complication of
gastric wrap performed for morbid obesity: report of a case. Surgery Today
2002;32(10):906–9.
.  Ramos A, Murakami A, Lanzarini E, Neto M,  Galvao M.  Surgery for Obesity and
Related Diseases 2009;5(1):132–4.
. Shah RN, Izanec JL, Friedel DM, Axelrod P, Parkman HP,  Fisher RS. Achalasia pre-
senting after operative and nonoperative trauma. Digestive Diseases and Sciences
2004;49:1818–21.
.  Schrumpf E, Giercksky KE, Nygaard K, Fausa O. Gastrin secretion before and after
gastric bypass surgery for morbid obesity. Scandinavian Journal of Gastroenterology
1981;16(6):721–5.
.  Straathof JWA, Lamers CBHW,  Masclee AAM. Effect of gastrin-17 on lower
esophageal sphincter characteristics in man. Digestive Diseases and Sciences
1997;42(12):2547–51.
